INTRODUCTION
Bipolar disorder (BPD) commonly misdiagnosed as major depressive disorder (MDD) has an estimated prevalence rate of 1%-8% in the US population. 1 While some studies suggest that 25%-50% of all major depression cases are bipolar, 2, 3 others suggest that about 70% patients with BPD are initially misdiagnosed and consult 3 or more health care professionals before the correct diagnosis is made. 3 On average, it takes 8 years to make a correct diagnosis of BPD. 4 Evidence suggests that BPD is quite costly to society, and the economic consequences of misdiagnosis even more so. 5, 6 However, the quality of life (QoL) impact on those who have been misdiagnosed compared with those diagnosed with BPD thus far has not been studied.
To assess the QoL impact of bipolar disorder misdiagnosis (BPDMd) compared to MDD and BPD.
Study Sampling Design and Data Collection:
• Data from two cross-sectional surveys conducted in 2003 were used to compare the QoL differences between BPDMd patients and those with MDD and BPD
• Survey I -Bipolar Disorder Misdiagnosis Study: Self-administered Internet questionnaires were fielded in February 2003 to MDD patients identified from the 2002 National Health and Wellness Survey. Inclusion criteria for this study included: diagnosed depression, depressive episode within the past year, and no previous diagnosis of bipolar disorder or schizophrenia -Of those who were invited to complete the survey, 25% responded. Of those who responded, 56% met the inclusion criteria. A total of 1159 eligible responses were received -Patients who experienced a manic episode in the past year were classified as BPDMd. Manic episodes were defined using DSM-IV-TR™ criteria; ie, patients should have experienced at least 4 symptoms of mania lasting for at least 1 week, and reported a score of 3 or greater on the 5-point rating scale measuring interference of these symptoms on regular daily activities.
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Using these criteria, approximately 15% were classified as BPDMd
• Survey II -Bipolar Disorder Project: Self-administered mail questionnaires were sent in two waves (May and November 2003) to bipolar disorder patients identified through local chapters of the Depression and Bipolar Support Alliance and Community Mental Health Centers -A total of 1214 completed surveys were received from patients with diagnosed bipolar disorder, 555 in May and 659 in November QoL Assessments:
• Psychological General Well-Being Scale (PGWB): A 22-item measure designed to assess individuals' subjective feelings of well-being or distress.
It is comprised of 6 subscales (anxiety, depressed mood, self-control, positive well-being, general health, and vitality) with scores ranging from 0-110 with higher scores indicating greater well-being. The scores also are categorized as: severe distress (0-60), moderate distress (61-72), and positive well-being (73-110) 8
• Short Form-8 (SF-8): A generic 8-item health-related quality of life measure designed to assess physical functioning, role limitations due to physical health problems, bodily pain, general health, vitality, social functioning, role limitations due to emotional problems, and mental health. Standardized physical and mental component summary scores are calculated based on the responses 9 Data Analyses:
• Bivariate analyses were performed to compare BPDMd patients with MDD patients and BPD patients. Significance testing was performed using chi-square for categorical variables and 2-tailed t-tests assuming equal variances for continuous variables
• Multivariate analyses were performed using linear regression models to control for demographic variables • Controlling for demographic differences, BPDMd patients experience poorer quality of life than MDD patients, as measured by the PGWB and SF-8 (Table 3) • Additionally, being male and a college graduate favorably impacts PGWB, while only being a college graduate favorably impacts SF-8 mental health scale • Controlling for demographic differences, BPDMd patients experience poorer quality of life than BPD patients, as measured by the PGWB and SF-8 (Table 4) • Age also has a significantly favorable impact on both PGWB and SF-8, with having a college degree favorably impacting PGWB only
OBJECTIVE

METHODS
• Approximately 14% of patients with MDD have exhibited symptoms of mania in the past year and may be misdiagnosed. This is consistent with other studies that suggest a 1%-8% prevalence rate of bipolar in the US population, and that 25%-50% of all major depression cases are bipolar.
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• Patients with misdiagnosed bipolar disorder report significantly lower quality of life as measured by the SF-8 and PGWB.
• When controlling for confounding variables such as age, education, and gender, misdiagnosed status continues to be the primary driver of lower quality of life, followed by education level.
• Because of the negative impact on quality of life, clinicians should question depressed patients about symptoms of mania to avoid misdiagnosis.
• Though based on DSM-IV-TR™ criteria, 7 the classification of patients as having misdiagnosed bipolar disorder was not done using a validated instrument. Additionally, all data were self-reported and were not validated against health records.
• The Bipolar Disorder Project includes respondents from an advocacy organization and community mental health centers. The sample cannot be generalized to the diagnosed bipolar population treated by private psychiatrists or those currently institutionalized.
• Data collection methodology differed for the two surveys. While the demographic profiles of patients in both surveys are similar, inherent and unknown differences between those surveyed via Internet and those surveyed via mail cannot be ruled out.
• Finally, as with all surveys, a self-selection bias may occur, as respondents to these surveys can differ from nonrespondents. 
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